using a percutaneous translumbar approach. Only one film of the abdominal aorta and its pelvic branches is necessary, but serial films of both lower limbs are taken. A manuallyoperated cassette tunnel may be used to obtain the latter films, and with one injection it is usually possible to examine all the main arteries below the level of puncture (L.V. 2-3).
The majority of the cases examined can be placed into two categories, those with degenerative disease, that is to say atheroma or atherosclerosis; and those with thromboangiitis obliterans, usually comprising a younger age group. The symptomatology and the effect on the tissues is similar in both these conditions, and they present as intermittent claudication, coldness and numbness of the extremities with diminished or absent pulses, trophic changes and gangrene. Normal vessels are distinguished by their smooth walls, straight or gently curved course and regular calibre up to the origin of a main branch or until the vessel itself divides. There is an absence of the small tortuous vessels which constitute the collateral circulation. Variations of the normal are not infrequently encountered, e.g. aberrant renal arteries, ectopic kidney, high division of the aorta, short common iliac arteries, &c. Vessels which are affected by atherosclerosis show tortuosity, diminution of calibre, irregularity of lumen consisting of alternating areas of narrowing, dilatation, and a characteristic ragged outline. The vessel walls may show calcification both on plain radiographs and when filled with contrast medium.
Thrombo-angiitis obliterans affects predominantly the distal arteries, but proximal vessels do not escape. In the earlier stages of the disease the vessels retain their smooth walls and there is no tortuosity. It is not uncommon to find both normal and abnormal vessels in the same area, the latter showing only a diminution in calibre with a gradual transition from the normal to the abnormal segment. In the late stages of the disease. areas of dilatation may occur, the vessel walls may become irregular and differentiation from atherosclerosis is often impossible. Mural calcification, absent in the early stages, may also appear later.
Thrombosis of insidious onset is commonly found affecting the peripheral vessels in both atheroma and Buerger's disease, and in the case of the former it may extend to involve the aorta.
By clinical examination it is usually possible to detect the presence of the block, but it is not always easy to define its exact site or its full extent, particularly in the case of high blocks involving the aorta and iliac arteries. Moreover, short blocks are occasionally missed and multiple blocks may be present where only one is suspected.
Though symptoms may be referred to one side only, it is unusual for only one limb to be affected and simultaneous examination of both legs may reveal advanced disease, perhaps even with thrombosis on the contralateral side. Fig. 1 shows bilateral femoral thrombosis. though in this case symptoms were referred to the left leg only. Such knowledge gained is of considerable value in planning treatment, and the necessity for subsequent arteriography may be avoided.
Other conditions causing arterial occlusion are comparatively rare and include embolism and tumour involvement of the arterial wall. In Fig. 2A the smooth filling defect in the left wall of the lower abdominal aorta proved to be due to neoplastic involvement and a block at the origin of the left posterior tibial artery was due to a tumour cell embolus (Fig. 2B ). Numerous complications have been attributed to aortography, due either to the contrast medium or to the technique of injection. The dangers of the former, particularly in high concentrations, are more apparent when injection is made at or above the level of the renal, arteries, that is to say, higher than is usual in the investigation of peripheral vascular disorders. Of the others the commonest is extravasation and hsematoma formation. r Extravasation may occur during the course of injection and be detected on the radiograph but leakage may occur only after removal of the needle. Many such cases have been seen at subsequent sympathectomy.
Recently, Gaylis and Laws (1956) have stressed the danger of dissection following intramural injection and suggest that this complication is more common than has been suspected. Occasionally a small amount of contrast may be injected into the wall of the aorta and remain localized to the level of the puncture.
Direct injection into one renal artery rarely occurs but occasionally the majority of thle contrast may enter the renal arteries if the puncture is at the same level. Similarly an excessive amount of contrast may be directed into an aberrant vessel or into a lumbar artery. Fig. 3 shows an excessive amount of contrast in the right testicular artery due to the point of the needle lying adjacent to the origin of this vessel. Reviewing complications following aortography, McAfee and Willson (1956) state that although it is possible to introduce air directly into the aorta by the injection, no actual cases are known. Any air remaining in connexions between the aortic needle and the syringe or injection apparatus is liable to produce such emboli which will show as small filling defects with convex upper and lower margins (Fig. 4) .
Recent reports suggest that the early claims for radical surgery may have to be modified (Szilagyi et at., 1956) , and operative procedures may, in future, be limited to the larger vessels, particularly the iliac arteries and the aorta itself. The most important prognostic factors remain the severity and the extent of the obliterative disease, and it appears evident that the radiological investigation will still have an important part to play in diagnosis, and in the planning of subsequent treatment.
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